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PURPOSE: 

To guide AzPC network providers in the diagnosis and treatment of Chronic Obstructive 
Pulmonary Disease (COPD). The goal is to prevent hospitalisation and re-admission, to 
clinically improve symptoms, and to achieve best practice in managing COPD patients.  This 
CPG is written based on American Thoracic Society COPD guidelines, last updated 2004 and 
Global Initiative for Chronic Obstructive Lung Disease 2014.  This CPG is not intended to replace a 
physician’s clinical medical judgment which should be based on current medical knowledge and practices.  
 

FINDINGS: 
COPD is characterised by airflow limitation which is preventable and treatable but not fully 
reversible, and diagnosis is confirmed with spirometry.  COPD is usually progressive and 
associated with enhanced chronic inflammatory response in the airways and lungs to 
noxious particles or gases.  It is a major cause of morbidity and mortality throughout the 
world.  Treatment of COPD is aimed at immediately relieving and reducing the impact of 
symptoms, as well as reducing the future risk of adverse events such as exacerbations.  
Worldwide, the most common risk factor is tobacco exposure (active or passive).  Other 
major risk factors are outdoor, occupational, and indoor air pollution.  The genetic risk factor 
is a severe hereditary deficiency of alpha-1 antitrypsin.  In addition, any factor that affects 
lung growth during gestation and childhood has potential to increase an individual’s risk of 
developing COPD.  COPD is the 4th leading cause of death in the USA and Europe. 

 

RECOMMENDATIONS: 
Arizona Priority Care recommends the adoption of the American Thoracic Society (ATS)  and 
European Respiratory Society (ERS) Standards for the Diagnosis and Management of Patients 
with COPD 2004 and Global Initiative for Chronic Obstructive Lung Disease Updated 2014 
• To control and monitor symptoms and maximum medical intervention. 
• High-Risk Team, Hospitalist Team, Primary Care Physician, Case Management/Social 

Workers and other ancillary services to work together with effective COPD guidelines. 
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ATTACHMENTS: 
• The American Thoracic Society (ATS) an European Respiratory Society (ERS) Standards for 

the Diagnosis and Management of Patients with COPD 2004 
      -Section 2.4. Table 1 – Spirometric general classification. 

-Section 7.3.3 Figure 1 – Algorithm  for pharmacological treatment of COPD 
-Section 14.7.1.1. Table 3 – Indications for hospitalization of patients with a COPD 
exacerbation 
-American Lung Association – My COPD Action Plan 
 

 

AzPC Clinical Practice Guideline on Congestive Heart Failure Page 2 of 10 



GOAL  
 
To provide guidelines for:  
• Early and ongoing control of COPD symptoms through lifestyle management and 

pharmacotherapy to reduce complications, improve outcomes and life expectancy. 
• Achieving optimal pharmacotherapy with minimal or no side effects  
• Minimizing the need for acute services (ER encounters, urgent care, and 

hospitalisations)  
 
ASSESSMENT AND DIAGNOSIS:  
 

• Symptoms of COPD include dyspnea, chronic cough, chronic sputum production.  Also 
evaluate for exposure to known risk factors and family history of COPD. 

• Spirometry may be used to confirm/support a clinical diagnosis of COPD; the presence 
of a post-bronchodilator FEV1/FVC < 0.70 confirms presence of persistent airflow 
limitation and thus of COPD.  See attached ATS Table 1 of Section 2.4. - Spirometric 
general classification.  Bronchodilator reversibility should be performed at least once to 
exclude asthma and to establish best lung function.  Also, in COPD, there is increase in 
residual volume (RV) and total lung capacity (TLC).  There is increased RV/TLC due to 
air trapping seen in emphysema. 

• Assessment of COPD severity is performed using spirometry, dyspnea, and body mass 
index (BMI) 

• Chronic bronchitis:  defined clinically as chronic productive cough for 3 months in each 
of 2 consecutive years in a patient in whom other causes of productive chronic cough 
have been excluded 

• Emphysema:  is defined pathologically as the presence of permanent enlargement of 
the airspaces distal to the terminal bronchioles, accompanied by destruction of their 
walls and without obvious fibrosis.  

• Assess sleep quality and for sleep apnea syndrome.   Avoid hypnotics. 
• Differential Diagnosis:  A major differential diagnosis is Asthma.  Also, Congestive Heart 

Failure, Bronchiectasis, Tuberculosis, Obliterative Bronchiolitis, Diffuse Panbronchiolitis.  
All patients with a family history of respiratory illnesses, patients presenting with airflow 
limitation at a relatively early age (4th or 5th decade) should be tested for alpha1-
antitrypsin deficiency.   

• Assess risk of exacerbations.  Exacerbation of COPD is defined as an acute event 
characterised by a worsening of the patient’s respiratory symptoms that is beyond 
normal day-to-day variations and leads to change in medications.  The best predictor 
of having frequent exacerbations (2 or more per year) is a history of previous treated 
events.  Risk of exacerbations also increases as airflow limitation worsens.   
Hospitalisation for a COPD exacerbation is associated with poor prognosis.  See 
attached Table 3 from American Thoracic Society for indications for hospitalisation with 
a COPD exacerbation. 

• Assess for comorbidities and treat appropriately.   
• Other Diagnostics:  Spirometry, EKG, CXR, High resolution CT, ECHO, ABGs 
• Perform good medical history and physical exam. 

 
RECOMMENDED THERAPIES: 
 

• Routine Outpatient Management 
• Smoking cessation: counseling by healthcare providers, Nicotine Replacement 

Therapy, and pharmacotherapy such as varenicline, bupropion, or nortryptiline. 
• Physical exercise 
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• Prevention of smoking, occupational exposure, indoor and outdoor air pollution 
• Annual influenza vaccine  
• Pneumococcal vaccine 
• Oxygen for resting or ambulatory hypoxemia (≤ 88%) 
• Pulmonary Rehabilitation:  multidisciplinary program of care for patients with chronic 

respiratory impairment that is individually tailored and designed to optimize physical 
and social performance and autonomy.  This therapy results in significant and 
meaningful clinical improvements in multiple outcome areas such as dyspnea, exercise 
ability, health status, and healthcare utilization. 

• Nutrition:  evaluate for weight loss, depletion of fat-free mass, being underweight 
(BMI<21), muscle wasting;  these are associated with increased morbidity and mortality 
and may need nutritional supplementation and dietary counseling 

• Case Management 
• Pulmonologist if COPD onset prior to age 40, frequent exacerbations despite optimal 

treatment, severe or rapidly progressive symptoms disproportionate to the severity of 
airflow obstruction, need for long term oxygen therapy, and onset of comorbid 
illnesses.  

• Surgery:  bullectomy, lung volume reduction surgery, lung transplantation 
• Palliative Care, End-of-life Care, and Hospice Care:  important components of the 

management of patients with advanced COPD 
 

 
Pharmacologic therapy in COPD: used to reduce symptoms, reduce frequency and severity 
of exacerbations, and improve health status and exercise tolerance.  See attachment, 
American Thoracic Society 7.3.3. Figure 1-Algorithm for pharmacological treatment of 
COPD.   
• Bronchodilators:   Most important effect is smooth muscle relaxation and improved lung 

emptying during tidal breathing improving symptoms and exercise tolerance.  They do 
not alter decline in lung function.   

• Short acting:  anticholinergic ipratropium and beta2 agonist (albuterol) as needed 
• Long acting:  beta2 agonist: formoterol, salmeterol and anticholinergics: tiotropium. 

• Inhaled Corticosteroids:  Combination therapy with inhaled corticosteroids and long 
acting beta2 agonist reduces COPD exacerbations and improves self-reported 
functional status.   

• Oral Corticosteroids:  For acute exacerbations, sometimes long term corticosteroids 
warranted, but consult with pulmonologist 

• Methylxanthines:  theophylline; 4th line agent when anticholinergic, beta2 agonist, and 
inhaled corticosteroids do not provide adequate symptom control.  Narrow 
therapeutic margin and complex pharmacokinetics make this medication more 
difficult to use.   

• Mucolytic Agents: Patients with viscous sputum may benefit from mucolytics but overall 
benefits are small. 

• Antibiotics:  for acute exacerbations and to treat acute bronchitis 
 
PATIENT EDUCATION  
 

General Counseling  
• Explanation of COPD and the reason for symptoms  
• Education Handouts as indicated including the COPD ACTION PLAN-see attachment 
• Expected symptoms  
• Symptoms of worsening COPD and what to do if they occur 
• Self-monitoring of functional status and when to call physician 
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• Explanation of treatment/plan of care  
• Clarification of patient's responsibilities  
• Importance of cessation of tobacco use  
• Role of family members or other caregivers in the treatment/plan of care  
• Importance of obtaining vaccinations against influenza and pneumococcal disease  
• Importance of compliance with treatment/plan of care  
• Medication counseling: likely side effects, importance of compliance 
• Dietary recommendations 
• Activity recommendations 

 
Prognosis  
• Life expectancy  
• Advance directives  

 
SPECIALIST INVOLVEMENT  

• Consider Pulmonary referral for complete pulmonary evaluation and continued follow 
up 

• Consider Palliative Care for advanced COPD, elderly with multiple comorbidities with 
no meaningful improvements in survival with aggressive therapy 

• Complex Care Physician for additional support in managing COPD patients 
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Section 2.4. Table 1 – Spirometric general classification 
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Section 7.3.3 Figure 1 – Algorithm for pharmacological treatment of COPD 
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Section 14.7.1.1. Table 3 – Indications for hospitalization of patients with a COPD 
exacerbation 
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